and Harvard Medical School Our study extends the literature on associations between posttraumatic stress disorder (PTSD) and chronic medical conditions by assessing differences in the magnitude of these relations by ethnicity. We examined group differences in the magnitude of the relation between PTSD and chronic medical conditions (cardiovascular disease [CVD], hypertension, obesity, diabetes). We obtained data from Latino (n ϭ 3,224) and non-Latino White (n ϭ 4,180) respondents from the Collaborative Psychiatric Epidemiology Surveys. Logistic regression models were constructed to test for the modification of the effect of PTSD on chronic medical conditions by ethnicity and then by nativity. Unadjusted models revealed significant interactions between Latino ethnicity and PTSD for odds of diabetes (OR ϭ 2. ). These findings attenuated in adjusted models with the exception of differences in PTSD and odds of diabetes among Latinos (including aggregated group and U.S. born) compared to non-Latino Whites. Our findings support the need for further research on the complex relations between PTSD and chronic conditions, including the investigation of conditional risk by Latino subgroups.
progress to chronic conditions, such as cardiovascular and metabolic diseases. PTSD has been linked to physiological reactivity indices (i.e., basal heart rate, blood pressure, heart rate variability, cortisol secretion, epinephrine, and norepinephrine; Buckley, Holohan, Greif, Bedard, & Suvak, 2004; Buckley & Kaloupek, 2001; Sloan, Shapiro, Bagiella, Myers, & Gorman, 1999) , psychological states (i.e., trait hostility), and health risk behaviors (i.e., alcohol/substance use, higher body mass index [BMI] , cigarette smoking, physical inactivity, poor diet, poor selfcare; Schnurr & Green, 2003) that elevate risk for chronic medical conditions. The majority of researchers have implicated the likely role of the autonomic nervous system dysregulation and abnormalities across stress-response systems in the onset and progression of chronic diseases among individuals with PTSD (Dedert et al., 2010; Lohr et al., 2015) . These studies suggest complex relations between behavioral and biological mechanisms of chronic diseases.
Despite considerable attention paid to the relations between PTSD and chronic health conditions in recent years, the majority of the current literature reports on findings from a sample of U.S. military veterans, most of whom were White/European American. Findings from these studies may not generalize to civilian health care settings or to racial/ethnic minority groups. In the extant stress-health literature, there is a lack of studies that have investigated relations between stress (including traumatic stress) and health among Latinos living in the United States. One study examining relations between different type of stress (chronic, perceived, traumatic) and CVD risk among Latinos (17% of whom were U.S. born) found that chronic stress (defined as stress related to ongoing problems in a major life domain that have endured at least 6 months) was associated with poor CVD selfmanagement (Gallo et al., 2014) . Further, this study found that each additional chronic stressor was associated with a 20% increased odds of diabetes and a 14% increased odds of hypertension (Gallo et al., 2014) .
Research on the presence of ethnic disparities in PTSD is equivocal, although research has consistently found that ethnic minority individuals living in urban areas are at high risk for trauma exposure and for developing PTSD (Breslau et al., 1998) . Nationally representative samples suggest that Latinos (overall) are less likely to endorse PTSD (4.6%) compared to non-Latino Whites (6.9%), yet subgroups of Latinos (e.g., Puerto Ricans, U.S.-born Latinos) experience PTSD at similar or higher incidence than non-Latino Whites (Alegría et al., 2013) . These studies suggest that relations between ethnicity and PTSD warrant further investigation (Cristancho, Peters, & Garcés, 2011) . Ethnic health disparities in obesity have been well documented, with nationally representative data estimating that 42.5% of Latinos are overweight or obese compared to 32.6% of non-Latino Whites (National Center for Health Statistics, 2014; Ogden & Carroll, 2010) . Although the incidence of hypertension is comparable across Latinos and non-Latino Whites, only a third of Latinos with hypertension receive medical treatment (Burt et al., 1995) . Diabetes diagnosis is twice as prevalent in Mexican Americans compared with non-Latino Whites, and a higher prevalence of obesity has also been observed in this group (Cowie et al., 2006) . These findings suggest that belonging to this minority group or subgroup (and the experiences that come with group membership) may contribute to health problems.
Previous studies suggest that relations between stress and disease are complex and may be conceptualized as either additive or multiplicative. Researchers have applied the concept of allostatic load as a potential mechanism linking racial and ethnic minority status to health disparities (Stewart, 2006) . Allostatic load refers to the "wear and tear" on the body that is the result of exposure to chronic life stressors (i.e., conditions of poverty: food insecurity, living in substandard housing, poor access to health care, higher exposure to violence, low socioeconomic status; experiences related to racial or ethnicity minority status: discrimination, institutionalized racism, nativity/place of birth; Geronimus, Hicken, Keene, & Bound, 2006) . Allostatic load is a plausible mechanism that may explain how cumulative stress may produce physiologic changes that increase vulnerability to disease among socially disadvantaged groups (Borrell, Dallo, & Nguyen, 2010) . Although the majority of research on allostatic load has focused on African Americans (Howard, Anderson, Russell, Howard, & Burke, 2000) , a growing body of research suggests that Latinos also experience higher allostatic load burdens compared to non-Latino Whites, presumably as a result of stress related to discrimination, household and neighborhood socioeconomic status (SES), and nativity or immigration status (de Castro, Voss, Ruppin, Dominguez, & Seixas, 2010; Gallo, Jiménez, Shivpuri, de los Monteros, & Mills, 2011) . A phenomenon termed the "immigrant paradox" has also emerged from Latino health literature, which suggests that mental health problems among some Latinos increase with length of time in the United States (Alegría et al., 2008; Burnam, Hough, Karno, Escobar, & Telles, 1987) . Consistent with the immigrant paradox, studies of Mexican American community samples have shown that U.S.-born Latinos experience higher allostatic load than recent Latino immigrants (Kaestner, Pearson, Keene, & Geronimus, 2009; Peek et al., 2010) . These studies suggest that cumulative chronic stress may be one factor that contributes to observed disparities in chronic medical conditions among Latinos.
One methodological barrier to drawing firm conclusions from the extant health and mental health literature is that Latinos are often categorized as a unified population with presumed homogeneity; thus, findings are often equivocal when attempting to draw conclusions about Latinos. Specifically, Latinos have tremendous within-group heterogeneity in regard to factors such as nativity (country of origin), time living in the United States, exposure to violence, genetic variables, and SES that likely contributed to health. Although aggregated findings provide some indication of disparities, there is a need for further delineation of disparities for subgroups.
In the current study, we assess differences in the magnitude of the relation between PTSD and chronic medical conditions among Latinos (aggregated) and non-Latino Whites using nationally representative data gathered from the Collaborative Psychiatry Epidemiology Surveys (CPES). We additionally explore these relations within U.S.-born versus foreign-born Latino subgroups (i.e., stratified by nativity). We hypothesize that the magnitude of the relation between PTSD and chronic medical conditions will be higher among Latinos (vs. non-Latino Whites). Consistent with the allostatic load theory and the immigrant paradox, we expect that the magnitude of the relation between PTSD and chronic medical conditions will be higher among U.S.-born Latinos (vs. foreign-born Latinos) relative to non-Latino Whites.
Method

Participants and Procedure
We obtained data from Latino and non-Latino White participants (N ϭ 10,311) in the CPES data set. The CPES was synthesized from three national-level, National Institute of Mental Health (NIMH)-funded cross-sectional surveys conducted between 2001 and 2003: the National Comorbidity Survey Replication (NCS-R), the National Survey of American Life (NSAL), and the National Latino and Asian American Study of Mental Health (NLAAS). All three surveys utilized common methodologies for sampling and questioning participants (Pennell et al., 2004) .
Surveys assessed for the presence of psychological disorders and chronic medical conditions. The NCS-R, NSAL, and NLAAS employed the same modified versions of the World Health Organization's expanded Composite International Diagnostic Interview (WHM-CIDI; Kessler & Ustün, 2004) , which uses diagnostic criteria from the Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revision (DSM-IV-TR; American Psychiatric Association, 2000). The WHM-CIDI employed in these three surveys was delivered by trained lay interviewers via a computer-assisted personal interview (Pagoto et al., 2012) . This study received approval from the Massachusetts General Hospital Institutional Review Board.
Measures
Sample characteristics. Sociodemographic variables included in our study were all based on census categories and gathered from participant self-report. Variables included age, sex (male or female), nativity (U.S. born; yes/no), race/ethnicity (Cuban, Puerto Rican, Mexican, all other Hispanic, non-Latino White), income (Ͻ $15,000, $15,000 to Ͻ $30,000, Ն $30,000), education (Ͻ high school, high school, some college), and partner status (cohabiting, not cohabiting).
Lifetime PTSD. PTSD diagnosis was assessed using a modified version of the WHM-CIDI that was delivered by trained lay interviewers as part of the core mental health questionnaire of the NCS-R, the NSAL, and the NLAAS (Pennell et al., 2004) . The WMH-CIDI is a structured clinical interview assessing lifetime presence of mental health conditions using DSM-IV-TR criteria. The interview begins with a series of questions (yes/no) regarding exposure to a range of potentially traumatic events (e.g., combat, natural disaster, physical assault, sexual assault) and then proceeds to evaluate the participant's reaction to each potentially traumatic event (Criterion 1A for PTSD). Participants were then asked an additional 17-items (anchored to their "worst event") that mapped on to DSM-IV-TR criteria for PTSD. For each participant, interviewers indicated whether the participant had met criteria for PTSD in his or her lifetime. The WMH-CIDI has shown good interrater reliability (Wittchen, 1994) .
Lifetime major depressive episode. The WHM-CIDI was used to assess for lifetime prevalence of a major depressive episode. The WHM-CIDI includes nine items mapping onto DSM-IV-TR criteria for major depressive episode. Validation studies using the WMH-CIDI have shown good psychometric properties for diagnosis of major depressive episode (area under the curve ϭ 0.85-0.90; Kiely & Butterworth, 2015) .
Chronic medical conditions. Participants were asked questions regarding the presence or absence of chronic medical conditions, including hypertension, obesity, CVD, and diabetes. The presence of hypertension was assessed by asking participants, "Did a doctor or other health professional ever tell you that you had high blood pressure?" CVD was assessed by asking participants, "Did a doctor or other health professional ever tell you that you had heart disease?" Diabetes was assessed with the question, "Did a doctor or other health professional ever tell you that you had diabetes or high blood sugar?" Participant selfreported weight (kg) and height (m) were used to calculate BMI (kg/m 2 ) and assign diagnoses of obesity (BMI Ն 30).
Statistical Analyses
All analyses were weighted to account for sampling probabilities, with the exception of frequencies. Descriptives and frequencies were reported for sample demographics and study variables. To test the hypothesis that the association between PTSD and chronic health conditions differed by Latino ethnicity, all models included a statistical interaction term between PTSD and Latino ethnicity (aggregated and stratified by nativity). By investigating interaction on the multiplicative scale using risk ratios, we tested the hypothesis that ethnicity and PTSD jointly have an association with chronic disease that is either significantly greater or less than that which would be expected if we took the product of the independent effects of ethnicity and PTSD on chronic illness. Whether the potential synergy between ethnicity and PTSD in their association with chronic illness is best represented on the additive or multiplicative scale is dependent on the complex underlying biological and psychosocial mechanisms of interaction. Multiplicative interaction was assessed by evaluating the significance of the interaction term, with a Wald p value Ͻ .1 considered significant. Regression models were adjusted a priori for the potential confounders of age, sex, education, household income, and lifetime major depressive episode. For the interaction of Latino ethnicity (aggregated) and PTSD, we estimated that we had 80% power at an alpha of 0.1 to observe an odds ratio of 1.5 for hypertension, 1.4 for obesity, 1.9 for CVD, and 1.6 for diabetes. For models stratified by nativity, we estimated that we had 80% power at an alpha of 0.05 to observe an odds ratio of 2.1 for hypertension, 2.1 for obesity, 3.4 for CVD, and 2.3 for diabetes among U.S.-born Latinos, and we estimated that we had 80% power to observe an odds ratio of 2.0 for hypertension, 2.0 for obesity, 3.1 for CVD, and 2.2 for diabetes among foreign-born Latinos. Analyses were conducted in SAS 9.3 (SAS Institute, Cary, SC).
Results
Characteristics of the Sample
The current analyses focused on survey data from Latino (n ϭ 3,224) and non-Latino White (n ϭ 4,180) CPES participants. Only respondents with available data across chronic conditions (hypertension: n ϭ 7,432; obesity: n ϭ 7,326; CVD: n ϭ 7,433; diabetes/high blood sugar: n ϭ 7,433) were included in the analyses (see Figure 1 ). Sample characteristics and chi-square tests of sociodemographic factors across U.S.-born Latinos (42.5% of Latino sample), foreign-born Latinos, and non-Latinos Whites are reported in Table 1 . Significant group differences were observed across age, sex, income, education, and marital status. Chi-square tests of PTSD, depression, and chronic medical conditions revealed group differences across all variables, with the exception of diabetes. Non-Latino Whites and U.S.-born Latinos were more likely to meet criteria for lifetime PTSD (U.S.-born Latinos: 6.1% vs. foreign-born Latinos: 3.4% vs. non-Latino Whites: 6.9%, p Ͻ .001) and lifetime major depressive episode (U.S.-born Latinos: 15.5% vs. foreign-born Latinos: 12.0% vs. non-Latino Whites: 18.2%, p Ͻ .001) compared to foreign-born Latinos. U.S.-born Latinos were more likely to be obese relative to foreign-born Latinos and non-Latino Whites (U. S.-born Latinos: 33.0% vs. foreign-born Latinos: 25.5% vs. non-Latino Whites: 23.3%, p Ͻ .001). Significant differences between groups were also observed in regard to CVD (U.S.-born Latinos: 3.3% vs. foreign-born Latinos: 4.1% vs. nonLatino Whites: 5.5%, p Ͻ .01), with non-Latino Whites reporting the highest proportion of CVD.
PTSD and Chronic Medical Conditions, Modified by Ethnicity
Unadjusted models. A series of four models were constructed to test for the effect of lifetime PTSD and chronic medical conditions by aggregated Latino ethnicity (see Table 3 ).
We found a significant interaction between Latino ethnicity and PTSD for odds of CVD (Latino: OR ϭ 3.23, 95% CI [1. 55, 6.73 Adjusted models. A series of four models adjusted for age, sex, income, education, and depression were constructed to test for the modification of the effect of lifetime PTSD on chronic medical conditions by aggregated Latino ethnicity (see Table 4 ). We found a significant interaction between Latino ethnicity and PTSD for odds of diabetes (Latino: OR ϭ 2.18, 95% CI [1.23, 3.92]; non-Latino White: OR ϭ 1.09, 95% CI [0.66, 1.81]; p interaction Ͻ .10). We found no significant interaction between Latino ethnicity and PTSD for odds of hypertension, obesity, or CVD.
Subanalyses by nativity. We constructed eight additional adjusted regression models to stratify by nativity. Among U.S.-born Latinos, we found no significant interactions and odds for hypertension, CVD, or obesity, but we did find a significant interaction between Latino ethnicity and PTSD for odds of diabetes (U.S.-born Latino: OR ϭ 2.63, 95% CI [1.20, 5.76]; non-Latino White: OR ϭ 1.09, 95% CI [0.66, 1.81]; p interaction Ͻ .10). Among foreign-born Latinos, we found no significant interactions for odds of any chronic medical condition.
Discussion
The current study utilized national population-based survey data from Latino and nonLatino White respondents to examine differences in the magnitude of the association between PTSD and chronic medical conditions by ethnicity (aggregated and stratified by nativity). Group comparisons of U.S.-born Latinos, foreign-born Latinos, and non-Latino Whites revealed significant differences in age, sex, income, education, and marital status. Latino respondents reported younger age, lower income, and lower educational attainment, and they were more likely to identify as never married compared to non-Latino Whites. Group differences were also observed for all mental health and medical conditions, except diabetes. NonLatino Whites were most likely to report lifetime PTSD, depression, CVD, and hypertension. Consistent with the immigrant paradox, the proportions of U.S.-born Latinos and nonLatino Whites who reported PTSD were equivalent (6.1% vs. 6.9%, respectively), whereas these proportions were almost double the proportion observed among foreign-born Latinos. U.S.-born Latinos also reported the highest proportion of obesity (33%). We hypothesized that the magnitude of the relation between PTSD and chronic medical conditions would be higher among Latinos compared to non-Latino Whites. Additionally, we explored whether these relations differed across U.S.-born and foreign-born Latinos. None of our hypotheses regarding these relations and the odds of obesity were supported, and findings for CVD and hypertension attenuated in adjusted models. Unadjusted models revealed that the magnitude of the interaction between ethnicity and PTSD for the odds of diabetes was higher among Latinos (aggregated), as well as both U.S.-born and foreign-born Latinos (relative to non-Latino Whites). Specifically, the magnitude of the relation between ethnicity and PTSD and the odds of diabetes was more than 2.6 times higher among Latinos (aggregated), U.S.-born Latinos, and foreign-born Latinos compared to non-Latino Whites. These relations remained significant for Latinos (aggregated) and U.S.-born Latinos with the addition of covariates in subsequent models, but the magnitude of the relation was no longer significant for foreign-born Latinos compared to non-Latino Whites. Adjusted models indicated a magnitude that was twice as high for the association between ethnicity and PTSD and odds for diabetes among Latinos (aggregated) and U.S.-born Latinos relative to nonLatino Whites.
Unadjusted models also revealed that the magnitude of the interaction between ethnicity and PTSD for the odds of CVD was higher among Latinos (aggregated) and U.S.-born Latinos (relative to non-Latino Whites). Specifically, the magnitude of the relation between ethnicity and PTSD and the odds of CVD was more than 2.5 times higher among Latinos and 3.3 times higher among U.S.-born Latinos compared to non-Latino Whites. The magnitude of the relation between ethnicity and PTSD and the odds of hypertension was 1.6 times higher for Latinos (aggregated) versus non-Latino Whites. However, these relations were no longer significant with the addition of covariates in subsequent models.
Our findings pertaining to the significant interaction term (PTSD ϫ Ethnicity) in our unadjusted models predicting odds of diabetes, CVD, and hypertension are consistent with allostatic load theory, indicating a higher burden of disease among ethnic minorities (Howard et al., 2000; McEwen, 1998 ), yet other explanatory factors are likely at work given the attenuation of these findings after adjusting for covariates. For example, factors such as genetic variations, level of exposure to violence, and immigration experiences that vary within subgroups may better account for observed differences (Michopoulos et al., 2015) . Our findings may indeed suggest that the cumulative burden of living with PTSD is higher among some Latinos (particularly U.S.-born Latinos, in the case of diabetes) compared to non-Latino Whites, although this relation warrants more rigorous testing. For example, although the proportions of PTSD and major depressive disorder were higher among U.S.-born Latinos compared to foreign-born Latinos (see Table 2 ), there were no differences in rates of chronic medical conditions by nativity. Further, nativity alone does not adequately assess for time in the United States (i.e., foreign-born Latinos included individuals who recently immigrated as well as individuals who have lived in the United States for decades). Thus, we are hesitant to propose the immigrant paradox (i.e., time living in the United States) as a sufficient explanatory mechanism. The fact that our associations attenuated after sociodemographic adjustments may suggest that additional stressors of poverty (income, education) and gender (female)-as opposed or ethnicity or nativity per se-produce a cumulative effect on health. Lack of findings may also reflect heterogeneity among Latinos (i.e., not accounting for important differences across nationalities), which reduced our ability to detect group differences. Given that evidence of the immigrant paradox has mostly been applied to Mexican Americans (Alegría et al., 2008) , future studies may benefit from division of Latinos into subgroups by nationality.
Our main findings extend the current literature on co-occurring health and mental health problems. Although previous studies have documented the co-occurrence of PTSD with diabetes, our study is the first to have examined the effect of ethnicity on the magnitude of this association (Vaccarino et al., 2014) . These findings highlight the importance of assessing for PTSD among Latinos, as well as the need to monitor cardiovascular and metabolic risk factors in PTSD patient populations. Our findings also suggest that relations between PTSD and chronic medical conditions among Latinos are likely affected by immigration variables; therefore, nativity should be assessed and considered when determining the potential cumulative burden of ethnic minority identity and immigration experiences. For patients who have already received a diagnosis of diabetes or CVD, referral for mental health intervention could address both PTSD and disease management problems. These findings further support the need for combined behavioral health interventions, which decrease mental health problems such as PTSD while also promoting health behaviors related to disease management (e.g., medication adherence, appointment attendance rate, diet, exercise, smoking cessation). Previous studies have demonstrated significant improvements in mental health outcomes among patients receiving integrated care as opposed to primary care as usual (Interian, Ang, Gara, Rodriguez, & Vega, 2011) . Further, Latino patients-who are less likely to seek specialized mental health care and more likely to utilize primary care for mental health issues-may particularly benefit from integrated behavioral and primary care approaches (Cabassa & Hansen, 2007) . Previous studies have documented successful interventions among Latino patients using coordinated care, colocated care, and integrated care approaches. Integrated care interventions in these studies were associated with significant improvements in men-tal health symptoms and functional impairment (Bridges et al., 2014) . In addition, our finding may support the development of policies that are informed by differential risk across ethnic groups.
It is also important to consider that nonsignificant interaction terms (PTSD ϫ Latino Ethnicity) in our adjusted models may also reflect limitations in statistical power. This explanation is plausible given meaningful differences in effect estimates across ethnicity strata despite nonsignificant p values. For example, effect estimates (odds ratios) for Latinos and non-Latino Whites for CVD (OR ϭ 3.98 vs. OR ϭ 2.05, respectively), obesity (OR ϭ 1.20 vs. OR ϭ 1.30), and hypertension (OR ϭ 1.59 vs. OR ϭ 1.35) were clinically meaningful, but we were underpowered to detect them. Our initial findings in this area highlight the importance of developing a complex and nuanced model for understanding how PTSD and ethnicity (and nativity) uniquely contribute to observed health disparities.
There are several limitations to the current study that should be noted. First, there are many potential pathways from PTSD to chronic medical conditions, and paths are likely to vary in a multitude of ways. As such, it is impossible to control for all possible confounding variables, especially as these variables may differ across ethnic groups. For example, it is likely that stressful experiences that are more common among Latino subgroups, such as immigration experiences and acculturation stress, may be relevant to the PTSD-disease pathway (Alcántara, Casement, & Lewis-Fernández, 2013) . Our stratification by birthplace is not sufficient to capture the complexity of these constructs, and future research is necessary. In this vein, the pathway itself may differ across ethnic groups given as these groups are exposed to different types of stressors that contribute to allostatic load. Specifically, our use of nativity as a proxy for acculturation limits our ability to draw firm comparison to previous studies on allostatic load and the immigrant paradox. It is unfortunate that we were unable to fully account for acculturation and acculturative stress in our analysis (both due to measure selection of the parent study and analytic power). Future research should aim explicitly to investigate the contribution of acculturation on the association between PTSD and chronic medical conditions. This includes employing more rigorous and comprehensive measures of acculturation or even qualitative investigation to fully elucidate this complex and often ill-defined construct.
Unfortunately, we did not have enough power to stratify results by gender, in addition to ethnicity and nativity, yet the literature suggests that gender differences in both mental health and medical conditions may be relevant to this area of research (Breslau et al., 1998; Breslau, Schultz, & Peterson, 1995; Faravelli, Alessandra Scarpato, Castellini, & Lo Sauro, 2013; Gale & Gillespie, 2001; Kautzky-Willer, Harreiter, & Pacini, 2016; Tolin & Foa, 2006) . These data support the need to account for gender or sex in conceptualizing stress and disease burden-as women are at higher risk for not only mental health disorders relative to men but also some chronic conditions. Further, longitudinal research that integrates biomarkers to capture allostatic load across groups would be useful in investigating relations between PTSD and chronic medical conditions. Ideally, future studies should stratify by subethnic groups (Cuban, Mexican, Puerto Rican, other Latino), given that disparities in the prevalence of mental health as well as chronic medical conditions have been observed across these groups. Further, the immigrant paradox in regard to depression and anxiety (and traumatic stress) disorders only holds consistently true for Mexican Americans (Alegría et al., 2008) . These data further suggest the importance of stratifying Latinos into meaningful subgroups.
As with all survey studies, there is a possibility of selection bias; we are thus unable to determine if individuals with PTSD or with chronic health conditions were differentially likely to participate in the study. Further, the current study is also subject to the limitations of self-report data, including misclassification of symptoms and diagnoses. Clinicianadministered semistructured diagnostic interviews are the gold standard assessments for PTSD and depression, whereas the current study relied on participant report to a lay interviewer or computer-administered symptom inventories. Also, previous studies suggest that Latinos may be more likely to underreport or minimize the severity of mental health symptoms compared to non-Latino Whites; thus, Latinos who endorsed PTSD in our sample may represent a more severe sub-set of Latinos who acknowledge (or are aware of) their PTSD diagnosis (Nadeem, Lange, & Miranda, 2009) . Previous studies also suggest that what constitutes as a potentially traumatic event may vary across cultures (Engelbrecht & Jobson, 2014; Herbert & Forman, 2012) . Our study is also subject to the limitations inherent in cross-cultural medical research, whereby group differences in selfreport diagnoses may be indicative of a variety of phenomena that emerge during the interface with the medical system. For example, group differences may be due to topographical differences in the presentation of mental health and medical conditions, differences in patient-provider communication style and communication effectiveness, or familiarity with medical setting and terminology (e.g., health literacy; Chaturvedi, 2003; Kutner, Greenberg, Jin, & Paulsen, 2006; Marques, Robinaugh, LeBlanc, & Hinton, 2011; Ulrey & Amason, 2001) .
The cross-sectional nature of the current study limits our ability to hypothesize temporal sequencing of PTSD and chronic medical conditions and, therefore, precludes us from elucidating pathways from PTSD to disease. Future studies should aim to measure the variables included in the present study over time; we also recommend the addition of biomarkers of disease and health risk behaviors in longitudinal designs. More research is needed to propose mechanisms for the relation between PTSD and chronic medical conditions. For example, given established challenges with access to and engagement and retention in care documented among Latinos, future studies should investigate the effect of PTSD on disease management by ethnicity. This is particularly important given that a systematic review found that Latinos receive less benefit from evidence-based mental health and medical interventions compared to non-Latino Whites (Kouyoumdjian, Zamboanga, & Hansen, 2003) . Further, Latinos often do not receive medical treatment until later in disease progression. This phenomenon has been observed among Latinos with mental illness and chronic illnesses, including depression (Jurkowski, Westin, & Rossy-Millan, 2010; Lagomasino et al., 2005) , anxiety (Jurkowski et al., 2010) , and CVD (Moser et al., 2007) .
Conclusion
There are many strengths of the current study, including the use of a nationally representative sample of Latinos and non-Latino Whites. We are the first to examine whether Latino ethnicity modifies well-established relations between PTSD and chronic medical conditions. Our findings suggest that the magnitude of the association between PTSD and CVD and diabetes is greater among Latinos (and Latino subgroups) than non-Latino Whites, although these relations attenuated after adjusting for age, sex, income, education, and depression history. Our findings support the need for further research on the complex relations between PTSD and chronic conditions, including the investigation of conditional risk by Latino subgroups. As such, future research should continue to explore biological, behavioral, and sociodemographic mechanisms for the relations between PTSD and chronic medical conditions.
Abstracto
Nuestro estudio profundiza la literatura respecto de la asociación entre el trastorno de estrés postraumático (TEPT) y distintas condiciones médicas evaluando la magnitud de las diferencias en estas asociaciones según grupo étnico. El estudio examinó las diferencias entre grupos en la magnitud de la relación entre el TEPT y condiciones médicas crónicas (enfermedad cardiovascular, obesidad, diabetes, e hipertensión). Los datos obtenidos fueron de participantes Latinos (n ϭ 3,224) y blancos no-Latinos (n ϭ 4,180) de las Encuestas Psiquiátricas Epidemiológicas Colaborativas (Collaborative Psychiatric Epidemiology Surveys). Mediante la construcción de modelos de regresión logística se examinó la modificación del efecto del TEPT en condiciones médicas crónicas según grupo étnico, y después según lugar de nacimiento. Modelos no ajustados resultaron con interacciones significativas entre participantes Latinos y el TEPT teniendo mayores probabilidades de enfermar con diabetes (OR ϭ 2. . Los hallazgos obtenidos fueron atenuados tras la utilización de modelos ajustados excepto en las diferencias entre el TEPT y las probabilidades de dia-betes entre Latinos (incluso grupos agregados y nacidos en los EE.UU.) comparados con participantes blancos no-Latinos. Nuestros hallazgos sostienen la importancia de nuevas investigaciones para entender las compleja relación entre el TEPT y condiciones médicas crónicas, particularmente la investigación del riesgo condicional para subgrupos de origen Latino.
